the evaluation of the type and quality of the inflammatory infiltrate; if lymphocytes are predominant, the degree of cytologic atypia should be assessed, as subcutaneous panniculitis-like T-cell lymphoma or another type of lymphoma may mimic "lymphocytic" panniculitis. The application of this algorithmic method may simplify the histopathologic approach to panniculitis; nevertheless, it could be a limit as it does not consider different stages in the evolution and/or exceptions to the rule (e.g., cases of erythema nodosum with predominant lobular involvement).
Rheumatoid-associated panniculitides are varied and encompass a number of entities; some of them define the dominant clinical features (e.g., the rheumatoid nodule or subcutaneous cords), while other allude to histopathology (e.g., rheumatoid neutrophilic panniculitis). According to the dominant histopathologic reaction pattern in the subcutaneous fat, three main categories may be defined, namely palisading and/or interstitial granulomatous panniculitis ( Fig. 1) , neutrophilic panniculitis (Fig. 2) , and panniculitis with vasculitis (neutrophilic, lymphocytic, granulomatous) (Fig. 3) [3] . The different morphology reflects the dominant immunologic mechanisms that are operative in the pathogenesis of a particular rheumatoid syndrome, including immune complex activation of the complement cascade to Table 1 . Prerequisites to get the most out of useful information from a biopsy of panniculitis A large and deep incisional biopsy is preferred (for some conditions, e.g., deep morphea and eosinophilic fasciitis, tissue should also include the fascia).
Punch biopsy is of second choice. In this case, use punches of 6 mm or more. Avoid small punches as subcutaneous fat is generally not included in the tissue removed or, even though a small bit of fat is included, it often retracts away from the dermis during extraction. Be aware that a sufficient portion of subcutaneous fat is included in the biopsy.
Select early evolving inflammatory lesions by a careful clinicopathologic correlation. Avoid late-stage lesions as they show nonspecific findings.
Prefer lesions above the knee, as effects of venous stasis may distort the histopathologic appearance of primary pathology.
If an infectious process is suspected, a biopsy for fresh tissue culture and/or PCR study should be considered.
If a lymphoproliferative disease is suspected, additional biopsies for extended immunophenotyping on frozen section and PCR for lymphocyte clonality studies are recommended.
If an autoimmune pathogenesis is suspected (e.g., lupus erythematosus, rheumatoid arthritis), a biopsy for direct immunofluorescence is recommended.
Discuss with the dermatopathologist prior to performing the biopsy if there is any uncertainty about the ideal biopsy, type, or fixation/storage methods and ancillary techniques required. generate neutrophilic chemotactic factors and immune-complexes deposition in the vessel walls with variable ischemic tissue damage ("necrobiosis") and granuloma formation. Any one pattern may predominate, but overlap among them may be expected. Clinicopathologic correlation is required for definite diagnosis.
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